Aim: We aimed to investigate the characteristics of children and adolescents presented to the psychiatric emergency service (PES) of a mental health hospital.
Introduction
Mental illness is one of the most common causes of morbidity, mortality, and disability in childhood. Approximately 7%-22% of youth in nonclinical settings have a mental illness (1) . The identification of mental disorders in primary care settings have increased rapidly in the recent 2 decades (2) . Although children and adolescents with mental illness have an increased use of medical care services, there is still a large need (3) . Children and adolescents with mental health problems often have difficulty accessing mental health services because an inadequate number of providers, poor mental health service coverage, inconvenient hours of service, and long waiting times (2, 4) . It is estimated that most of the children and adolescents with mental health problems do not receive timely and necessary mental health services (5) (6) (7) .
Pediatric emergency departments (EDs) have increasingly become an important part of health services for children and adolescents with mental health problems (1, 2, 8, 9) . Pediatric EDs have been shown to serve as an entry point into the healthcare system for children and adolescents seeking psychiatric care and are considered a safe area for the lack of inpatient and outpatient mental health services (7, 9) . Several studies reported a marked increase in the number of children and adolescents seeking care for mental health problems in emergency settings (10) (11) (12) (13) (14) (15) . Also, the prevalence of mental health problems in pediatric EDs has been found to be much higher (1) . Therefore, pediatric EDs have become a primary point of screening and/or evaluation of mental health problems, regardless of whether the problems are considered to be true mental health emergencies (12) . Identifying children and adolescents at risk for mental health problems in pediatric EDs and linking them into mental health services can be a crucial and potentially life saving intervention (1) .
Studies have been generally conducted in general or pediatric hospital EDs. In Turkey, they generally focused on suicide (16, 17) . There is little in the scientific literature describing the characteristics of children and adolescents who present to EDs of mental health hospitals with mental health concerns. There is an outstanding need to develop mechanisms that promote optimal care in psychiatric EDs and outpatient clinics (7, 10) . We believe that data obtained from youths presented to EDs of mental health hospitals will give important information to organize the structure of child and adolescent psychiatry units. In this study, we aimed to evaluate the characteristics and relationships among these characteristics of children and adolescents who were presented to the psychiatric emergency service (PES) of a mental health hospital.
Materials and Methods

Subjects and setting
We defined our sample as young people aged less than 18 years who presented to the PES of Bakırköy Prof. Dr. Mazhar Osman Research and Training Hospital for Psychiatry, Neurology and Neurosurgery between January 1, 2011 and December 31, 2011 and were assessed within 24 h of referral. This is a tertiary care hospital (also secondary care) and one of the regional psychiatric specialty hospitals. The PES, which is located in a different part of the hospital, responds to mental health emergencies of all people within the Marmara Region (one of the seven big regions, each containing regional, urban, and rural areas) and sometimes for other regions in Turkey. The people presenting to this PES do not need to be referred by their physicians, other EDs, or other hospitals. Thus, they generally self-refer themselves. In Turkey, all people under the age of 18 years have government health insurance. The variables of this study were registered by residents in training, supervised by their specialist supervisor (generally adult psychiatrist). In the hospital, there is also a centre for child and adolescent substance users, which includes an outpatient unit for daytime applications requiring no appointments and an inpatient unit for youth who want and accept to be treated and rehabilitated.
Because of the retrospective design of the study, there was no need for the approval of the Ethics Committee.
Measures
Firstly, the name, age, and gender of patients were abstracted by querying the hospital database. Files of 1080 patients (for 1380 visits) were reviewed for age at initial evaluation in the PES, gender, school status, family structure, presenting symptoms, duration of presenting symptoms, psychiatric diagnosis according to the Diagnostic and Statistical Manual of Mental Disorders-4 th edition (DSM-IV) criteria (18) , prior emergency service and outpatient clinic use, prior psychiatric hospitalization, family history of mental illness, and treatment in the PES. Data reflected only the first psychiatric emergency visit of patients in the study period. Information was obtained from standardized emergency forms. Data were documented in a standardized chart format. Patients were classified in terms of their presenting complaints reported. The duration of presenting symptoms was calculated and recorded as days. Broad categories for diagnoses were used because of the low validity of diagnoses based on DSM in psychiatric emergency settings (19) . In the case of multiple diagnoses, the main diagnosis was used in this study. Mood disorders did not cover depression, which was recorded as a different main diagnosis. Prior outpatient clinic use for patients included the current or past provider. Prior use of an emergency or outpatient clinic with an inpatient unit represented a sequential or separate use in time. Of the patients or their families, 110 reported family history of mental illness as "unknown. " Treatment in the PES was categorized as none, drug, and hospitalization. The "none" category of treatment included patients who were not administrated drug(s) and/or not admitted to the inpatient unit. Patients administered with drug(s) and consequently admitted to the inpatient unit (n=66) were recorded separately in both treatment groups: drug and hospitalization.
Statistical analysis
The data was analysed using the Statistical Package for Social Science 15.0 program for Windows (SPSS, Chicago, IL, USA). In analysis, the school status variable was categorized as "currently enrolled" and "other, " and the family structure variable was categorized as "nuclear or extended" and "other. " Prior to analyses, the Kolmogorov-Smirnov test was performed to assess the normal distribution of data. Mann-Whitney U test was used to compare non-normal distributed continuous variables. The chi-square test or Fisher's exact test was used to compare categorical variables. Significance was defined as a p value <0.05.
Results
The mean age of the sample was 15.82 (SD=1.32; range: 7-17) years. Most of patients were adolescents (n=1070, 99.1%) and female (n=711, 65.8%). Of the patients, 57.6% (n=622) were still at school and 73.5% (n=794) had a nuclear or extended family ( Table 1) .
The most presenting symptoms were suicidal ideation (21.0%) and homicide/violence toward others (20.7%). Compared with girls, boys were more likely to present with homicide/violence toward others, psychotic symptoms, and substance use (p<0.05). Compared with boys, girls were more likely to present with suicidal ideation/ thoughts, anxiety and somatic complaints, and depressive moods (p<0.05) ( Table 2 ).
The mean duration of presenting symptoms was 265.36 (SD=424.08; range 1-2555) days. The duration of each presenting symptoms did not significantly differ for age (p>0.05). Boys had a significantly longer duration of presenting symptoms than girls (Z=−1.975, p=0.048). Cases with homicide/violence toward others, self-harm, and substance use had a significantly longer symptom duration than those not having these symptoms (p<0.05). Patients with anxiety symptoms and somatic complaints had a significantly shorter symptom duration than those not having these symptoms (p<0.05) ( Table 3) .
The most common diagnoses were conduct disorder (16.7%) (most frequent among boys), conversion disorder (15.5%) (most frequent among girls), and depressive disorder (10.8%). Psychotic disorders, bipolar disorders, and substance use disorders were significantly more common in boys (p<0.001 for each), whereas conversion disorder and depression were more common in girls (p<0.001 and p<0.05, respectively) ( Table 4) .
While prior emergency service and prior outpatient clinic use for mental problems was reported by 513 (47.5%) and 97 (9.0%) patients, respectively, only 7.1% (n=77) had prior hospitalization. Of the patients, 51.7% had never used any mental health services before. In this study, 268 (27.6%) patients had a family history of mental illness. Of these, 213 (79.5%) had mental illness in first-degree relatives. Compared with girls, boys were more likely to have prior hospital- Patients presenting with homicide/violence toward others or self-harm had a significantly higher prior use of mental health service than patients without these symptoms (p<0.05). Patients presenting with anxiety or somatic complaints had a significantly lower prior use of mental health service than patients without these symptoms (p<0.05) ( Table 5) .
Of the patients, 292 (27.0%) took no treatment and 271 (25.1%) were admitted to the psychiatric inpatient unit, while 583 (54.0%) were administered with drug(s). The most common diagnoses among patients admitted were depression (n=58, 21.4%), conduct disorder (n=56, 20.7%), psychotic disorder (n=34, 12.5%), mood disorder (n=23, 8.5%), and adjustment disorder/acute stress reaction (n=23, 8.5%). The highest admission rates among diagnoses were 66.7% for psychotic disorder, 51.1% for mood disorder, 49.6% for depression, 37.1% for substance abuse/related disorder, 31.1% for conduct disorder, and 24.7% for adjustment disorder/acute stress reaction.
Discussion
In the present study, we described the characteristics of children and adolescents who were referred to the mental health hospital's emergency service. It was found that the most presenting symptoms were suicidal ideation and homicide/violence toward others, and the most common diagnoses were conduct disorder and conversion disorder. Slightly more than half of the patients used a mental health service for the first time by presenting to a PES, and a significant number of patients took no treatment. Also, this study reported that patients presented to the PES an average of 9 months after the onset of symptoms, and most of patients with anxiety and somatic complaints presented to the PES for the first time in a shorter time, being associated with female gender.
In our study, the most common presenting symptoms were suicidal ideation/thought (21.0%) and homicide/violence toward others (20.7%), which emphasized the need for emergency staff to have an informed approach to these problems, as reported by Santiago et al. (20) (24) . Of the youth from a mental health hospital pediatric emergency service, 62.5% were presented following an episode of deliberate self-harm and 11.5% with other behavioural difficulties (25) . These cross study discrepancies may be due to differences in the distribution, nature, and availability of mental health services and location of the ED (e.g., inner city vs. sub- (26) . While substance users were latest emergency service applicants, patients with somatic complaints, followed by those with psychotic symptoms and anxiety complaints, tended to come to the PES in a shorter time for help. Also, youths presenting with internalizing symptoms such as anxiety and somatic complaints had a significantly lower prior use of outpatient clinics than youths without these symptoms. These findings point out the assumption that the PES can be an entry point to mental healthcare, particularly for youths with anxiety and somatic complaints who represent a significant portion of those in first contact with a mental health professional at the ED. This suggests that youth who present with anxiety or somatic complaints are unlikely to have had an outpatient mental health provider. Because of the significant high rate of school attendance in these youths and an association between the school year and emergency mental health visits (27, 28) , the mental health units require improvement in schools as well as in hospitals. Routine screening for anxiety or somatic complaints in schools can facilitate earlier detection of atrisk individuals, thereby leading to a more appropriate use of the PES.
The diagnoses of patients presenting to EDs differ between studies. While the percentages of the most common diagnoses in many studies were 28.1% (24) and 44% (29) for depression 24.6% (30) and, in first visit, 69% (31) for mood disorders, those in our study were 16.7% for conduct disorder (most frequent among boys) and 15.5% for conversion disorder (most frequent among girls). Also, Cuypers et al. (21) found mood disorders (27.6%) and adjustment disorders (19.5%) as the most frequent axis I disorders in pediatric psychiatric patients consulting the PES of a large university hospital in Belgium between 2003 and 2008. Also, they reported that the most frequent disorders in adolescence were psychoactive substance use disorders (25.2%) for boys and mood disorders (33.6%) for girls. In a large, nationally representative ED database including data from 2001 to 2011, the most common primary ICD-9 diagnoses were anxiety states/panic disorder (14%) and depression (13%) (15) . The rate of conduct disorder in our sample was higher than the rates of conduct or disruptive disorders (range 6.3-14%) found in other studies conducted at universities or general hospitals (9, 10, 13, 20, 32, 33) . It may be considered that children and adolescents with mood disorders have generally preferred university-affiliated or general hospital emergency services, while psychiatric hospital emergency services have been preferred by those with behavioral disorders. Interestingly, substance-related disorders were generally found to be the most frequent disorders, ranging from 24.2% to 41.3%, in studies with large samples (7, 10, 11, 13, 33) . The lower rate of presentations for substance use and therefore substance use disorders in the present study may indicate a low help-seeking behavior in our population, despite the presence of a specialized inpatient and outpatient treatment centre for substance users in our hospital. It is also suggested that the presence of this centre causes a low emergency need for substance users, thus providing an opportunity to be treated early and appropriately.
Children and adolescents in the study sample were not likely to be known to use mental health care systems: 47.5% made prior use of an outpatient clinic, 9.0% made prior use of an emergency service, and only 7.1% had a prior psychiatric hospitalization for a psychiatric reason. Interestingly, slightly more than half (51.7%) had never used any mental health services before. Prior emergency service use was associated with older age, while prior psychiatric hospitalization was associated with male gender and older age. Frosch et al. (22) reported that older age was found to be associated with a greater likelihood of a prior ED visit and a prior psychiatric hospitalization. In a study conducted in an university hospital, it was reported that 69% of patients used outpatient services in the past and approximately 1/4 of the patients presented to the PES for first mental health treatment contact (21) . The prior psychiatric hospitalization rate was lower than the rate reported by Frosch et al. (22) of 40%. However, prior ED visits were identified in 41% of youth in the same study. In a study of patients between the ages of 8 and 17 years, who presented for mental health concerns to the Crisis Intervention Program located in the ED of a pediatric tertiary care university-affiliated teaching hospital in Ontario, 15% and 15.6% of patients had a past ED visit and prior psychiatric hospitalization for mental health concerns, respectively (8) . Another study in the same hospital revealed that most patients did not receive any type of counseling services (psychiatrist, psychologist, or counselor) in the past, and half of the patients had no previous psychiatric diagnosis or history (12) . Healy et al. (25) reported that of the cases in the mental health emergency service of a psychiatric and a general hospital, 48% were in previous contact with child psychiatry and 21% had previous emergency contact with psychiatric/social services, the latter being associated with older age but not with gender. Also, in the present study, approximately 3/4 of patients had no family history of mental illness. Absence of psychiatric hospitalizations and family history of mental illness in the majority of patients and absence of a prior emergency service or outpatient clinic use in approximately half of the patients in the study suggested that the PES could be used by half of the families as a first-line therapy unit, as suggested in some studies (8, 12, 21) . Also, the prior use of one of the mental health services was lower in our sample than in youths admitted to the emergency departments of general or pediatric hospitals, indicating that ED of a mental hospital may be left as the only option for parents, while EDs of other hospitals were seen as a continuum of care. Difficulties in accessing the existing outpatient mental health/community services are generally attributed to the lack of psychiatric facilities (such as long waits for evaluation and placement, inadequate psychiatric evaluation), both inpatient and outpatient as well as guardianship and insurance issues (34) . Findings with the facts of possibly more sufficient psychiatric facilities in our study setting and the presence of government insurance for all people under age of 18 years suggested that other factors such as rapid intervention request, instant access to a psychiatrist, income level (particularly low), social class, or educational level may be more important in presence to an emergency service. This condition may also be attributable to the difficulty of gaining appointments for our outpatient clinic because of the small number of child and adolescent psychiatrists and likely represents a decreased access to regular mental health care.
Prior PES and outpatient clinic use and prior psychiatric hospitalization were all significantly higher among youth presenting with homicide/violence toward others than youth without this symptom. Similarly, Frosch et al. (22) reported that youth presenting with behavior problems were 2.4 times more likely than youth presenting with other problems to have accessed inpatient or ED services in the past and twice as likely to have identified a current mental health provider. These findings suggest that youth presenting with homicide/violence toward others are likely to access all of the mental health services, and the PES constitutes a continuum of main treatment steps for these youth. As in the treatment of many symptoms, it is important to treat the symptom of homicide/violence toward others in the first contact with the mental health provider.
The rate of admission to the inpatient psychiatric unit for this sample was 25.1%, which is lower than the rates reported by Grupp-Phelan et al. (29) of 48%, Santiago et al. (20) of 49.5%, and Frosch et al. (30) of 55%. The common features of these studies are high incidences of prior contact with the mental health system and suicidal tendencies, suggesting that many of the patients need further urgent treatment and therefore were appropriately referred to EDs. On the other hand, our admission rate is similar to those reported by Kennedy et al. (8) (8) . In studies including a significant proportion of patients with anxiety or stress-related disorders, admission rate is low with the range of 5-13.7% (7, 9, 11, 13) . Similarly, a low admission rate (12%) can be seen in a group of major psychiatric diagnoses and symptoms, including bipolar disorder, psychoses, major depression, suicidal attempt or ideation, homicidal ideation, and hallucination, highlighting the importance of other factors such as enough inpatient psychiatric facilities and insurance status (35) . The most common diagnosis for visits resulting in admission was mood disorders, including mainly depressive disorder, which is consistent with other studies (32, 33, 36) . Moreover, in our study, approximately two-third of patients diagnosed with psychotic disorders and half of those with mood disorders were admitted, while Newton et al. (7) reported admission rates of slightly less than half for psychotic-related illnesses and one-fourth for mood disorders at first visit in a large database. On the other hand, slightly more than half of the patients (54.0%) received medication, while the rates of medication administration were 29.1% and 47.1% in other studies (10, 24) . A relative lower rate of admission to the inpatient unit and a higher rate of medication administration may be attributable to mild symptoms of patients which have been thought to be treated satisfactorily with a drug and to the study setting that indications of hospitalization can be more rigorous. In addition, the shortage of pediatric mental health services, insufficient inpatient psychiatric beds, no available medical services for psychiatric boarders, and absence of a chance for discharging to other various placements, including rehabilitation facility, nursing facility, and home health services, may be the other possible factors affecting treatment options.
Study limitations
Despite the findings, the results of this study should be interpreted carefully in light of the following limitations. First, the study was retrospective and conducted at one hospital. Therefore, the findings may not generalize to all pediatric psychiatric emergency care settings or patient populations. Second, the accuracy of the information about the prior use of mental health services could not be verified. The prior use of mental health services was documented as "yes/no" information. Third, the fact that all residents were trained by different people may have increased variation because of subjective assessments. Lastly, assessing the subjects without any structured clinical interviews or scales were other limitations.
Conclusion
The PES can be used by half of the families as a first-line therapy unit and particularly by families with adolescents having mental health problems. The PES seems to serve an important role in the continuum of pediatric mental health care, particularly for youths with homicide/violence toward others, and to be a point of access to mental health care, particularly for youths with anxiety symptoms and somatic complaints. Also, presenting with high percentages of suicidal tendencies and behavior problems make the PES a major place of treatment for these problems and to prevent suicide. With respect to the PES, factors outside the psychiatric setting and insurance may be more important. Further studies are needed to better understand the role of the PES in the course of the mental healthcare.
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